would not be life-threatening in the short term. Nevertheless, drawing on Zola's first conjecture, the symptoms associated with these conditions are indeed noticed by patients.
A study that took place in the US in 2004 concerning type 2 diabetes found that patients could identify symptoms, but often attributed the symptoms to other causes and were not aware of their significance in relation to diabetes. 4 Such findings are not unique to Western settings. A study published this year concerning women in Iran with sexual dysfunction showed that most women had experienced at least one problem relating to sexual dysfunction and the majority of these women had sought no professional help due to 'time constraints' or denial that a problem existed. 5 These situations may highlight missed opportunities for diagnosis and improving quality of life, as well as the need to target health literacy and promotion programmes for these groups. Equally, they may indicate that some patients do not actually need to see a doctor.
If, as Zola suggested, many people do have symptoms of something much of the time, his view -that the decision to go to the doctor is only partly about frequency or seriousness of symptoms -seems to be supported by recent literature. For example, a study from Sweden in 2003 found that women who sought help for urinary incontinence were more likely to perceive their symptoms as socially unacceptable, rather than straightforwardly 'serious' or 'frequent'. 6 Men's help-seeking practices and health service use similarly are complex issues involving biological, psychological, and sociological considerations.
An Australian study in 2008 showed that men monitored their health status and made conscious decisions about when and how to seek help. Four factors were found to influence the ways men monitored their health: the length of time available to monitor health and legitimate help seeking; men's previous illness experiences; the impact on their ability to maintain regular activities in the context of their daily lives; and a judgment of illness severity. 7 Another Australian paper reinforces these notions in the case of depression among men. Lower overall rates of depression in men compared with women reflect a number of issues, including psychosocial barriers to seeking help. Men are more likely to do something about their negative affect, such as selfmedicating through alcohol or drugs, whereas women have greater emotional literacy so that they are more likely to volunteer how they feel to a health professional. 8 A final factor that may influence help seeking for chronic conditions is comorbidity. A study from the US in 2005 found discussing one's probable insomnia with a physician was independently associated with having a greater number of medical conditions, being more highly educated, sleeping less per night, and greater perceived daytime impairment due to insomnia. This study highlights the question of whether identifying and treating one component of health status can have an impact positively on other areas, and whether the additive effect of a number of conditions may influence help seeking. 9 All of these studies come to essentially the same conclusion: the decision to seek help from a doctor turns on a complex mix of social, psychological, cultural and biomedical factors.
There is a nice twist to this conclusion in the paper by Adamson et al in this issue of the Journal. 3 In this paper a majority of people seem to think that their own use of the GP or accident and emergency service is driven by seriousness, but that other individuals use these services inappropriately. It seems that patients are able to rationalise their own help seeking, and self-perceived anxiety about a health situation (for whatever mixture of reasons) is associated with immediate care-seeking behaviour. '… we think we know a great deal about but that, in reality, we know so little -how and why an individual seeks professional medical aid.' 1 Zola thought researchers made at least three assumptions about how and why a patient might appear in the consultation room and, in his view, none of them were justified. First, researchers assumed that patients are straightforwardly asymptomatic for most periods of their lives; second that, when patients do appear in the surgery, it is the seriousness and frequency of symptoms that prompt the visit to the doctor; and third that, when faced with such symptoms, patients who do not seek help are irrational. By contrast, Zola posited that most people have symptoms of something most of the time; that the frequency and/or seriousness of symptoms are not good predictors of attendance at the doctor; and that most people make decisions to seek (or delay seeking) help that are rational, at least if framed in terms of their own beliefs and values.
In the last 30 years, considerable attention has been paid to these issues and, in particular, to interrogating the assumptions that Zola identified. This issue of the Journal contains two contributions to this literature, the first concerned with how women manage urinary tract infection 2 and the reasons that prompt their attendance at a GP, and the second with patients' views about appropriate and inappropriate use of NHS resources. 3 In light of the findings in these papers, and supported by a brief review of recent parallel literature, Zola's conjectures continue to make sense.
Much of the current literature concerning decisions patients make before deciding to see the doctor concentrates on symptoms and conditions that, in normal circumstances, The mixture of factors than underpin people's help-seeking behaviours also support Zola's third conjecture: that a decision to delay seeking help for acknowledged symptoms can make sense if it is interpreted in the light of a patient's own beliefs and values. In this issue of the Journal, Leydon et al discuss the process by which women come to a decision about help seeking. The women in this study followed a pattern of self-care first: they identified that they had a problem; then they attempted to address it. Only when the symptoms began to interfere significantly with everyday life did they finally make a visit to the doctor. 2 These papers provide a number of lessons. First, for the most part, patients are not thoughtless users of health services; they do not lightly visit the doctor. They assess their own health status and they take measures to manage symptoms or cure disease. However, the logic that they follow in deciding to seek help may not necessarily resonate with clinicians, since it will be shaped by a wider range of factors than the straightforwardly biomedical. Understanding how and why patients choose to seek help from a doctor, and using this understanding to adapt the services that are provided, can help us to provide better care for patients and make more appropriate use of resources in the healthcare system. Just as importantly, it leads to better understanding and empathy, 10 both of which contribute to being a good GP. 
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